tailored to the clients' immediate concerns.
Using a client's language in framing the problem aids both clinician and client in experiencing the problem through the client's eyes. For example, when a client states that he feels disgust for himself when using drugs, the clinician reminds him that he has previously stated that drugs help him feel confident and stable, and reframes his use of drugs as a potentially unhealthy coping tool when dealing with difficult circumstances.
In pediatric mental health practices, one mistake that can impede focus on the client's concerns is concentrating on generational hierarchies, or only asking the parents about what they see as the problem, bypassing the child's perspective. Clinicians should address children directly and ask about their concerns. This approach seeks to share a common view of the problem, directed by the client's experience.
Our third lesson for clinicians is to be willing to explain to clients who they are, share with clients some of their social identity, and ask clients to do the same. During a clinical encounter, for example, the clinician can share something he/she enjoys doing or dreamed about when moving to the US. In turn, the clinician may ask the client questions to magnify the importance of the client's social identity ("Do you want talk about your tattoos and what they represent, as you previously commented?").
These exchanges can facilitate learning about the clients' cultural, interpersonal or social worldview and attempted coping mechanisms that can shed light on how they comprehend their problems and what might be acceptable solutions. These strategies may also help clinicians avoid attribution errors and build trust based on a joint understanding of what words, behaviors or actions might mean.
We acknowledge that barriers to engagement in mental health care for minority populations, as well as for the clinician who treats them, may be attitudinal or structural in nature. These are barriers that require substantial cognitive efforts by clinicians to overcome and that require longer visits in resource poor environments where most of these populations are served.
Some attitudinal barriers that interfere with engagement are stigma, bias, prejudice, and racial/ethnic discrimination 1, 2, 8 .
Some structural barriers that might also influence engagement include linguistic obstacles in communicating, limited availability of times for care, and poor quality of services 1, 2, 8 . Furthermore, individual factors (e.g., socioeconomic status, self-efficacy, health literacy), organizational factors (e.g., policies and practices), and societal factors (e.g., social and community norms) interact to influence engagement in services 9 . Efforts to improve engagement in mental health care need to address both attitudinal and structural barriers.
Clinicians can adopt these engagement recommendations in their individual practices, but systemic changes are needed to solidify these strategies in mental health care settings. Systemic changes include incorporating engagement activities into clinician training and treatment protocols, offering flexible service delivery modes (e.g., by phone or within non-clinical settings), and integrating mental health care management to address social determinants of health.
Engaging ethnic minority clients requires clinicians to construct the clinical encounter with egalitarian collaboration that addresses the clients' needs, empowers their decision making, and amplifies their voice in treatment.
Margarita Alegria 1 , Irene Falgas-Bague 1 , Hiu-fai Fong 2

Leveraging collaborative care to improve access to mental health care on a global scale
In most parts of the world, there are not enough mental health professionals to meet the demand. Psychiatrists, with critical expertise in treating patients with severe mental illness, diagnosing complex multimorbidity, and prescribing medications, are in particularly short supply. As with many other health-related inequities, this shortage is disproportionally pronounced in lower-income, rural and poorly resourced settings. To put the problem into perspective, high-income countries have more than 100 times as many psychiatrists as low-income countries 1 .
Growing awareness of the global unmet need for mental health services has led to a number of efforts to extend the "reach" of psychiatrists by fostering partnerships with other health care professionals, mostly in primary care. There is a rich history of the implementation and evaluation of such models, which are often collectively termed "mental health integration" , "behavioral health integration" or simply "integrated care" . Some strategies for integration focus on coordination and communication between psychiatrists and primary care providers (coordinated care), while others physically co-locate the two professions in the same space (co-located care). Still other models emphasize population-health principles, and include systematic communication and coordination between a team of providers working in concert to address all of the health care needs of each patient (fully integrated care).
One such model, collaborative care, leverages task-sharing and the services of a team of providers to deliver person-centered, evidence-based treatment of common mental health problems, such as depression and anxiety, in primary care settings.
Specifically, collaborative care utilizes a trained behavioral health care manager to conduct assessments, collect data with common screening instruments such as the Patient Health Questionnaire-9 (PHQ-9), and provide evidence-based brief psychological interventions, such as motivational interviewing, behavioral activation, or problem-solving treatment. Care managers also support the longitudinal management of psychiatric medications prescribed by primary care providers, with guidance from a designated psychiatric consultant, who may be located on-site or elsewhere and connect via telehealth technologies.
In evidence-based collaborative care programs, clinical outcomes are tracked using an electronic registry, and care managers keep in regular contact with patients to make sure that nobody falls through the cracks. During regular case-review sessions, the psychiatric consultant and the care manager review the entire patient caseload, focusing on those who present diagnostic challenges or are not improving with treatment as expected. Psychiatric consultants make diagnostic and treatment recommendations to the care manager, who works with the patient's primary care providers to implement these recommendations. Patients who are not improving may be referred for an in-person or virtual psychiatric evaluation, or to additional specialty mental health, medical or social services as clinically indicated. The collaborative care team communicates with the primary care provider on a regular basis, to provide updates on treatment progress and to make adjustments to the treatment plan as needed.
Although originally studied for depression in primary care 2 , collaborative care has since been evaluated in more than 80 randomized controlled trials (mostly in the US and other high-income countries) for a variety of common mental health problems 3, 4 , and the vast majority of studies have shown that it is superior to usual care.
According to the Advancing Integrated Mental Health Solutions (AIMS) Center at the University of Washington, evidencebased collaborative care includes five core principles: patientcentered team care, population-based care, measurement-based treatment to target, evidence-based care, and accountable care 5 . In addition to their application in well-controlled experimental settings, collaborative care programs that follow these core principles have been successfully adopted in numerous settings worldwide, including lower-income countries and locations with little access to on-site mental health specialists 6 .
Although the collaborative care model is highly effective and robust to different health care environments, it is not without challenges related to implementation and sustainability. Like other health services interventions that are first studied in well-resourced and highly controlled settings, it can experience a substantial "voltage drop" when implemented in real-world settings without close attention to fidelity or the core principles outlined above.
A growing body of literature has focused specifically on the application of collaborative care in low-and middle-income countries, and recent reports have highlighted a number of barriers, such as the lack of technological resources or reliable sources of electricity, insufficient government or health system coordination, mental health stigma, a scarcity of skilled workers, inadequate buy-in from local leaders, a lack of access to medications, and financing challenges 7, 8 . Successful implementation of collaborative care requires an organized primary care system, which is able not only to address acute medical problems, but also to provide ongoing care for chronic or recurrent health problems.
Difficulties notwithstanding, collaborative care remains one of the best studied and most effective approaches to improving access to mental health care around the globe. Several recent studies have identified strategies to overcome common implementation and sustainability barriers, such as mobilizing and leveraging existing community resources, engaging with global advocates, and framing mental health integration as a pathway to improving the health care system at large 8 .
Several studies have demonstrated the feasibility of providing population-based mental health care using these models in low-and middle-income countries, including the Programme for Improving Mental Health Care (PRIME) and the Emerging Mental Health Systems in Low-and Middle-Income Countries (EMERALD) in parts of Africa and Asia 9 .
In summary, collaborative care is an extensively evidencebased model for the treatment of common mental health problems in diverse primary care settings. With dire psychiatrist shortages globally, there is growing interest in ways to "leverage" scarce resources and bring mental health expertise to the places where it is most needed. Although the majority of studies of collaborative care to date have been conducted in highincome countries, an emerging body of literature suggests that common barriers can be overcome and that this approach can be successfully adapted and operationalized in lower-resource settings.
